Despite the decline in the occurrence of acute rheumatic fever in the USA during the last 20 years, there has been a resurgence of cases reported from different areas.1-In Israel, although acute rheumatic fever is less common than before, the disease is far from being completely eradicated. 7 Abdominal pain has been known for many years as a manifestation of acute rheumatic fever. It is relatively uncommon, occurring in about 5% of patients, and usually precedes other rheumatic signs by a few hours or days.8 A possible sequence of events is that a patient with acute rheumatic fever may have acute abdominal pain and their normal appendix may be removed before the classical signs of the disease develop.
We report here a patient with acute rheumatic fever who initially presented with fever, diffuse abdominal pain, and free peritoneal fluid detected ultrasonographically. These findings support our proposal that, in acute rheumatic fever, abdominal pain is a consequence of the general inflammatory process. The patient presented as a well nourished girl with a temperature of 380 C. On examination, general abdominal tenderness with a defensive reaction was noted. No heart murmur was heard and there were no swollen joints. The rest of the physical examination was within normal limits. Laboratory studies showed the following values: haemoglobin 106 g/l; white blood cell count 17 6 x 109/1 with 66% polymorphonuclear cells; erythrocyte sedimentation rate 100 mm/h; serum fibrinogen 9 g/l; antistreptolysin 0 600 Todd units; antibodies to DNAase B 1/480. The patient was seen by a surgeon and appendicitis was suspected. An abdominal ultrasound examination was performed and showed free peritoneal fluid (figure). The patient received parenteral fluid and nothing by mouth and her condition improved. The abdominal symptoms disappeared gradually and on the fourth day after admission a regurgitative systolic murmur was heard at the apex radiating to the axilla. An echocardiographic examination showed a moderate mitral insufficiency with no left atrial enlargement. Two days later she developed pain in her right leg and a painful and swollen right ankle. Some hours later her right knee became red, swollen, and painful. A diagnosis of acute rheumatic fever with carditis was made. She was treated with an injection of benzathine penicillin and with aspirin.
The patient improved dramatically and within two days she was able to walk without pain. Two weeks later, the erythrocyte sedimentation rate was 35 mm/h and the dose of aspirin was gradually decreased and stopped within the following week. She was discharged on a monthly regimen of benzathiine peiicillin injections. When examined after three, six and 12 months she remained well.
Abdominal The presence of abdominal pain as a nonspecific symptom of acute rheumatic fever has been described for a long time and is less common." Generally it is mild and disappears quickly, but can be severe and mimics appendicitis.'2 Davies has reported a case of a boy with abdominal pain manifested on each recurrence of rheumatic fever.'3 Eight of 222 patients reported by Doliopoulos had an appendectomy during a relapse of acute rheumatic fever. 4 Lin and Rodriguez-Torres have described five children in whom appendectomy was performed before any signs of acute rheumatic fever were present.'5 Four of the five children had a normal appendix on laparotomy. We speculate that the free peritoneal fluid found during examination by ultrasonography in our patient with acute rheumatic fever represents peritonitis. The pathogenesis is probably an inflammatory and exudative process, as in the other organs in patients with acute rheumatic fever. This phenomenon is more common in the polyserositis of familial Mediterranean fever. The appearance ofabdominal pain in acute rheumatic fever early in the onset of the disease is not understood. We suggest that in patients with acute abdominal pain with increased erythrocyte sedimentation rate, acute rheumatic fever should be included in the differential diagnosis. Examination of the abdomen by ultrasonography could be helpful in the confirmation of the diagnosis. 
